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This STANDARD  is not met as evidenced by:

 Based on record review and interview, the facility 

failed to take appropriate action when a staff 

deliberately chose not to follow the policy 

regarding the prevention and control of blood 

borne pathogens for three of three Clients 

(Clients #1, #2, and #3). The facility action was to 

in-service Staff A, Laboratory Technician 2, after 

the investigation showed he knew the policy and 

chose not to follow it. This failure placed all the 

Clients at the facility at risk of exposure to blood 

borne pathogens and skin infections as the root 

cause was not addressed in the facility's plan of 

correction.

Findings included ...

Record review of the facility 5-Day Investigation 

Report #8953 showed an investigation was 

conducted because of an allegation called in to 

the Complaint Resolution Unit that a staff failed to 

change his gloves in between drawing blood from 

three Clients. The investigation showed Staff A 

admitted he did not change gloves between 

Clients, because it took too long for his hands to 

dry enough so he could put on the next pair of 

gloves. He stated he used alcohol prep wipes on 

the gloves instead. The investigation showed that 

Staff A knew he should change gloves between 

Clients and chose not to. The investigation 

contained information from the facility's Standard 

Operating Procedure 4.21 titled, "Bloodborne 

Pathogens," that showed all facility employees 

were to wear gloves when working with blood and 

body fluids. It also showed not to wash or 

disinfect gloves for reuse, and to change gloves 

between Clients.
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During an interview on 12/26/19 at 11:10 AM, 

Staff C, Attendant Counselor 2, stated that she 

saw Staff A did not change his gloves between 

Clients when drawing their blood. She asked Staff 

A if he wanted another pair of gloves. Staff C 

stated that Staff A told her she was correct and 

gloves should be changed between Clients. 

However, it took him too long to get the gloves on 

since it took a while for his hands to dry 

sufficiently. She stated that she offered to get a 

new pair of gloves for him and he declined her 

offer.

During an interview on 12/30/19 at 8:58 AM, Staff 

B, Infection Control Nurse, stated that Staff A did 

know the procedure to change gloves but did not 

do it.

Record review of the Plan of Correction (POC) for 

this incident, dated 12/13/19, showed the 

Infection Control Nurse did a training with Staff A 

about standard precautions related to personal 

protection equipment and hand hygiene on 

12/13/19.  The POC did not address Staff A's 

willful disregard of the Clients' protection. There 

was no personnel action. There was no plan to 

monitor Staff A's performance to ensure he 

protected the Clients' safety.

W 454 INFECTION CONTROL

CFR(s): 483.470(l)(1)

The facility must provide a sanitary environment 

to avoid sources and transmission of infections.

This STANDARD  is not met as evidenced by:

W 454

 Based on record review and interview, the facility 

failed to ensure a staff took precautions to 
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prevent cross contamination during blood draws 

for three of three Clients (Client #1, #2, and #3). 

Staff A, Laboratory Technician 2, did not change 

gloves between Clients when he withdrew the 

Clients' blood. This failure placed the Clients at 

risk to contract a blood borne pathogen or a skin 

infection.

Findings included ...

Record review of the facility 5-Day Investigation 

Report #8953 showed an investigation was 

conducted because of an allegation called in to 

the Complaint Resolution Unit that a staff failed to 

change his gloves in between drawing blood from 

three Clients. The investigation showed Staff A 

admitted he did not change gloves between 

Clients, because it took too long for his hands to 

dry enough so he could put on the next pair of 

gloves. He stated he used alcohol prep wipes on 

the gloves instead. The investigation showed that 

Staff A knew he should change gloves between 

Clients and chose not to. The investigation 

contained information from the facility's Standard 

Operating Procedure 4.21 titled, "Bloodborne 

Pathogens," that showed all facility employees 

were to wear gloves when working with blood and 

body fluids. It also showed gloves were not to be 

washed or disinfected for reuse and gloves must 

be changed between Clients.

Record review of the Center of Disease Control 

Guidance for the Selection and Use of Hand 

Hygiene in Healthcare Settings showed hand 

hygiene is an essential infection control practice 

to protect patients and is required. It directed that 

hand hygiene be done, "between patient 

contacts."
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During an interview on 12/30/19 at 8:58 AM, Staff 

B, Infection Control Nurse, stated that Staff A did 

know the procedure to change gloves but did not 

do it. She stated that she reeducated Staff A to 

use hand-sanitizing gel on his hands when 

changing gloves. 

During an interview on 12/26/19 at 11:10 AM, 

Staff C, Attendant Counselor 2, stated that Staff A 

told her gloves should be changed between 

Clients, but it took him too long to get the gloves 

on. She stated that she offered to get a new pair 

of gloves for him and he declined her offer.

During an interview on 01/06/20 at 9:58 AM, Staff 

A stated that there was a protocol to change 

gloves between Clients. He stated that he now 

used sanitizing gel, after he removed and before 

he put on the next pair of gloves, in between 

Clients. This added at least five minutes per 

Client. When asked if he had considered the 

cross contamination of skin infections by not 

changing gloves, he stated that he did not think 

about that.
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